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Attachment 4.19A 
Out-of-state Hospitals 

Sections 111-3 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
Reimbursement for Out-of-state Hospitals 

2. 	 Basis of payment and appeal procedure; out-of-state hospital services 

(a) The following rate appeal procedure shallbe followed for a rate appeal filed 
-

byan out-of-state hospital that participates in the Medicaid program of the 

state inwhich it is located. This procedure does not apply to out-of-state 

hospitals that are not participating in their state's Medicaid program: 

1. 	 If an out-of-state hospital wishes to file an appeal concerning issues 

related to the rate of reimbursement, the appeal shall be filed by the 

hospital, in writing, to the following address within 20 calendar days 

after the filing of a rate appeal by the hospital to the State Medicaid 

agency in the state in which the hospital is located. 

2. 	 The following limitations shallapplyto the rate appeal procedure in 

(a)l  above. 

I. 	 The hospital shall submit with its rate appeal to the Division all 

appropriate documentation demonstrating that an appeal was 

filed with the State Medicaid agencyin the state in which the 

hospital is located and the date that the appeal was filed. 

ii. 	 Ifthe hospital did not file a timely appeal in the state in which it 

is located, the payment made by the New Jersey Title XIX 

program shall be considered the final payment. 
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